
infiltrated, without elevation or depression. The infiltration
was dense and there was no violaceous border, but a marked
deposit of black pigment. There was no ulcération, and there
had been none. Histologically, it was a basal-celled carci¬
noma, and the diagnosis was made by the surgeon who sent
the patient to me. I have seen several similar cases in the
past. Dr. Schamberg brought up the question of the possible
development of the epithelioma in a morphea lesion from the
use of the ¡ -ray. In my case the patient had never been ex¬

posed to the »-rays before I saw him. Under the use of the
rays the lesion disappeared with the exception of this black
pigmented spot which I destroyed by cauterization.

Dr. M. B. Hartzell, Philadelphia: Notwithstanding the
scant mention of this disease in dermatologie literature, I do
not think that it is really rare. As ulcération had already
taken place before the »-ray was used the latter could by no

possibility be held responsible for the epithelioma. As is
well-known, ulcération takes place in some cases of morphea
owing to the tense condition of the skin; but I believe that
the cases here reported were epithelioma from the beginning.
This is simply another example of the mimicry so often seen
in diseases of the skin. The case referred to by Dr. Pernet,
in Crocker's book, had escaped me, but that was not one to
which I referred. It is difficult to explain the peculiar clinical
features of these lesions. So far as my rather hasty study
of the sections goes, there is nothing in the histology to ac¬

count for the clinical appearances.

THE TEACHING OF DEEMATOLOGY—DEBMA-
TOLOGY AND THE PHAEMACOPEIA *

[Editor's Note: The Chairman's address with the above
title, by Dr. William Allen Pusey, Chicago, appeared in The
Journal, June 19, before the discussion thereon had been sub¬
mitted to the speakers for correction. The discussion was there¬
fore omitted at that time and is now presented below.]

ABSTRACT OF DISCUSSION
Dr. Louis A. Duhring, Philadelphia: All teachers of der¬

matology doubtless have their own methods of bringing the
subject before the classes. Of course, it is well understood
that they are usually limited in the amount of time allotted to
the subject in the college curriculum. Dr. Pusey intimated
that the dermatologie material at the command of the teacher
in most universities was usually sufficient. That, in my opin¬
ion, depends to some extent on the city where the school is
located, but even in some large cities in this country it is not
so abundant at the college clinics as in most of the cities of
the old world. There are certain cities where difficulty exists
in getting enough material of the right kind, especially where
large classes are to be provided for. Coming to the matter of
didactic instruction, I have always regarded it as distinctly
valuable to the student. I base this view largely on conversa¬

tions with former students with whom I have come in contact
in after years, and their statements on the question have im¬
pressed me much. In the institutions with which I am con¬
nected as a teacher, our examinations for a number of years
have been oral, and I have, therefore, from remarks made, been
convinced that students have acquired a good deal of knowl¬
edge from didactic lectures. I do not think that the import¬
ance and value of properly illustrated didactic lectures should
be ignored. Compel the students to read and to become
familiar with terms and nomenclature, and this, in my opinion,
in itself is distinctly valuable. In connection with didactic in¬
struction arises the question of illustrations. Should we illus¬
trate our lectures very fully or only partially? Should we

throw on the screen a large number of pictures with each dis¬
ease or only a few selected typical cases? Some err, I believe,
in illustrating lectures too freely. Students, I think, learn
more from a small number of typical illustrations, either large,
colored portraits, well-illuminated or photographs thrown on

* Read in the Section on Dermatology of the American Med-
ical Association, at the Sixtieth Annual Session, held at Atlantic
City, June, 1909.

the screen, or through wax models, while too many illustra¬
tions in succession only confuse and embarrass. Wax models
of skin lesions in particular are of much value. I do not think
they are sufficiently appreciated.

Briefly summing up my views on the subject, I regard clin¬
ical instruction as, of course, of paramount importance, but, as

already remarked at times, it is difficult in some cities to get
sufficient material for lecture purposes for a class of, say, 125
students, several times weekly. Secondly, I view didactic in¬
struction as of much value, especially when combined with a

moderate number of typical, colored illustrations. I am aware

that some teachers may take exception to these views, but we

should each express our own based on experience with classes
and that is what I have tried to do.

Dr. If. B. Hartzell, Philadelphia : I think I have already
expressed my views on this subject in answer to the questions
that were sent to me by the chairman of the committee, but
then- are one or two points about which there may be some
debate. One relates to the amount of time that should be de¬
voted to the clinical teaching of dermatology as compared with
that given to didactic instruction. Some regard the didactic
lecture as out of date; and I agree that it would be out of
date if each one of us had a clinical service sufficiently large
to illustrate all classes of diseases of the skin. I am ac¬

quainted with some of the larger skin clinics of the world, and
with perhaps a single exception, I do not know of anywhere
it would be possible to give a systematic course in dermatology
by illustrative cases alone; therefore, we are compelled to give
a certain place to didactic lectures. Of course, there are
didactic lectures and didactic lectures. If given in a per¬
functory way they do not amount to very much, but if the
teacher is honest and earnest, they furnish an important
foundation for other kinds of instruction.

There is only one way in which the student can actually
learn dermatology, and that is, by seeing the cases. One might
as well attempt to describe a sunset to a man who had never
seen one as to describe some cases of disease of the skin. It is
absolutely impossible to have a real, practical knowledge of dis¬
eases of the skin without considerable acquaintance with their
appearance as they occur in the living subject. Illustrations,
wax models and photographs are very well in their way, but
nothing can take the place of the living subject. I believe that
no actual teaching of dermatology can be done which neglects
to give this a large place in the course of instruction.

THE CHRONIC SCALY ERYTHEODERMIAS *

WILLIAM B. TRIMBLE, M.D.
Lecturer on Diseases of the Skin, New York University (university

and Bellevue), Chief of the College Clinic, Assistant at
the New York Skin and Cancer Hospital

MEW YORK

The literature on this subject is comparatively
meager, especially in this country. This fact alone
would seem to be sufficient warrant for further com¬

ment, even if the malady were not classed among those
which are strangest and most interesting. The rarityof the disease also leads me to report three cases, which
have come under my care within the past year; a good¬
ly number, it appears, to fall to the lot of one observer
in so short a period. Two of them are clinic patients,
I be observations being made in the service of Professor
Fordyce, at the University and Bellevue Hospital Medi¬
cal College; the third is a private case.

Sporadic cases have been recorded by Unna, Julius-
burg, Jadassohn,1 Méneau,2 Brocq and others on the
Continent; by Crocker,3 Little, Galloway, Fox, and
Macleod, in England, and by White, Anthony4 and

* Read in the Section on Cutaneous Medicine and Surgery of the
American Medical Association, at the Sixtieth Annual Session, held
at Atlantic City, June, 1909.

1. Jadassohn: Festschr. zu Ehren von Moritz Kaposi, 1900:Verhandl. d. LV Deutsch. dermat. Kong.. 1894.
2. M\l=e'\neau: Jour. d. mal. cutan., 1902.
3. Crocker: Brit Jour. Dermat., 1905.
4. Anthony. II. G.: Report of a Case of Parakeratosis Vari[ill]

gata, Jour. Cutan. Dis., 1906, xxiv, 455.
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Fordyce in our own country. Several of these observers
have expressed their views in excellent articles on the
subject, to whom reference will be made later.

The ground has been fairly well covered by previous
observers, but the subject has been by no means ex¬

hausted, so, while not hoping to disclose any unique or

surprising facts, I shall be glad if any of my observa¬
tions are new and helpful to others.

The diagnosis was reached after careful study, both
pathologically and clinically, the patients being exam¬
ined many times, and shown to my confreres on numer¬
ous occasions. Experience has long since taught me
that it is extremely difficult to fix in the mind's eye the
aspect of a rare skin disease from a written descrip¬
tion, without having under observation a similar case.
For that reason illustrations are shown so as to throw
as much light as possible on the description.

REPORT OF CASES
Case 1.—Patient.—A woman, aged 20, single, born in Poland,

weight about 120 pounds, seamstress by occupation. She was
a well-developed young woman, slightly below the medium
height and, except for her skin affection, enjoyed good health.
(Fig. 1.)

Family History.—The patient's father died at 58, having suf¬
fered from paralysis for some months previous to his death ;
the mother is still living but not strong. She had three sisters
and four brothers, all living and healthy. There was no his¬
tory of tuberculosis in the family, and, as lar as she knew, no
other member had had a dermatologie complaint.

Personal History.—The patient said that she was a sickly
child, having had practically all the diseases of childhood, the.
most noteworthy being measles and scarlet fever. Her hearing
was slightly impaired on the left side as the result of the
fever, and a scar existed on the cornea of the left eye, the
aftermath of an ulcer, which was the sequel of the measles.
She came to this country when 19, and soon after that time
suffered from suppression of the menses; this lasted about six
months, during which period the disease first made its appear¬
ance, making its duration six years.

Present State.—The eruption was almost universal, the ex¬

ceptions being the face and upper part of the back, viz., above
the superior borders of the scapulae. On the chest, back, arms

and forearms, it occurred in ill-delined, noninfiltra ted patches,
varying from the size of a pea to that of a silver quarter.
They were dull pink at the periphery, with a brownish tend¬
ency toward the center; the patches were apparently broken
up and coalescing in placee ; these, mingled with areas of
healthy skin, gave it a mottled appearance. The ensemble was

pinkish yellow to purple in some places. This purplish hue
was marked on the lower extremities, where practically no

healthy skin existed; the condition here resembled ichthyosÍ3
greatly, with the exception of the color. The chest plaques
were somewhat like those of pityriasis rosea. The lesions were
covered with fine scales which left no bleeding points on re¬

moval; this scaling was more marked on the lower extremities,
the disease being much older in tnese regions. There was a

small patch on the palm of the left hand, but the right palm
was free. The soles exhibited a tendency to scale slightly, but
no definite lesions were visible. The nails were unaffected. The
patient perspired very little on the body, but freely and con¬

stantly on the face, even in winter; the disease was attended
with practically no itching, perhaps a very little in the sum¬
mer. When the case was first seen, and for some time after¬
ward, the lesions were all macular : the patient was subjected
to strong and vigorous treatment, and at the time of last re¬

port a few of the small lesions on the forearms were slightly
elevated and might be called papular. Abortive exacerbations
and remission took place but the evolution of the patches was

extremely slow. The urine showed no abnormal constituents.
Histopathology.—The whole epidermis was very much

thinned, especialy in the middle of the specimen; the horny
layer was slightly increased in thickness. It was completely
eornified in most of its extent, but in one or two places a

parakeratosis existed, though the retained nuclei were quite
pale. The stratum lucidum could be seen in a portion of the
specimen. The granular layer also varied; it was entirely
wanting or very much diminished where the parakeratosis
existed; in other areas where the stratus corneum was thin it
was quite distinct, though consisting of only one layer of cells.
In one rather large area in the center the rete pegs were ob¬
literated, the prickle layer at this point being flat and consist¬
ing of two or three layers of cells. This change occurred im¬
mediately over that portion of the eorium where the cellular
exúdate was most marked. Only a slight degree of intercel¬
lular and intracellular edema was discernible. The palisade
layer in places was very indistinct, the cells being arranged
transversely instead of longitudinally. The eorium showed
dilated vessels filled with blood, and a moderate amount of
perivascular infiltration, lymphocytie in character, with an oc¬
casional plasma cell. Some of the sweat coils were dilated, and

Fig. 1.—Chronic scaly erythrodermia, Case 1.

on the surface the mouths of the follicles were somewhat
widened and filled with horny material.

Case 2.—Patient.—A man, aged 40, married, nativity, Eng¬
land; occupation, butler; strong, healthy, medium height,
weight 160 pounds. This case differed from the preceding one
as to duration and location (Fig. 2).

Family History.—The patient's father's death was caused by
an attack of pneumonia at 55. Tuberculosis was the cause of
the mother's death at 37. The patient was the only living child;
his mother had four other children, all of whom died at
birth. Collateral branches of the family were strong and
healthy, for far as he remembered ; no other member of the
family had a cutaneous malady. His wife and child were in
good physical condition and had never had a skin disease.

Personal History.—About twenty-two years ago the man had
a sore on his penis; he was told at that time by a first-class
physician that it was entirely local ; no secondaries followed.
He gave a rather obscure history of having worn "braces" and
having been treated by an orthopedic surgeon for some spinal
trouble, caused, as he says, by a fall. It seemed probable that
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he had had some slight anterior curvature, as when he stood
in the military posture he was noticeably "sway-backed." There
\vas no apparent lateral curvature of the spine. He did not
remember having any of the diseases of childhood, but had had
two severe illnesses since adolescence. The first was an attack
of cerebrospinal meningitis about eighteen years ago, and the
second rheumatism of shoulder, which persisted for weeks.

Present State.—The arms and lower extremities, especially
the thighs, were thickly covered with pinkish-brown patches,
most of which were about three quarters to one inch in diam¬
eter; they were superficial, free from infiltration and had a

tendency, in this case, to be rather sharply circumscribed.
Those on the thighs were almost a perfect picture of the lesions
of pityriasis rosea. The desquamation is marked and they
coalesced in places, giving a somewhat marbled appearance.
Th? patches on the legs, as well as those on the arms, were

Fig. 2—Chronic scaly erythrodermia, Case 2.

very slightly infiltrated and more scaly than the rest. The
duration of the disease had been twenty years, and, as a rule,
it remained stationary; it exacerbated and remitted, however,
but only at long intervals, the old lesions never disappearing
entirely. The patient stated that the eruption had disappearedcompletely on two occasions; the first time, during the attack
of cerebrospinal meningitis, and the second time, when he was
under treatment for the rheumatic shoulder; the latter disap¬
pearance came about after he was put upon a diet of bread and
milk; it reappeared very quickly when his regular diet was
resumed. There was practically no itching, possibly a little at
night, but never enough to cause sleeplessness or annoyance.The extremities were the main locations, but there were a few
lesions on the trunk. The palms and soles were free and so
was the face. There was an occasional papule, but the disease
was, in the main, macular; the piling up of the scales in someof the small lesions gave it a papular feel, but when these

were removed by the fingernail the lesion seemed to be flush
with the normal skm. There were no hemorrhagic points on
removal of the scales. The nails were in good condition. There
was no glandular enlargement, and no dandruff of consequence.
The urine had a specific gravity of 1037 but the examination
was negative in other respects. The evolution of the lesions
was very slow. The patient perspired excessively on the face
but normally on the body.

Histopatholoyy.—The horny layer was irregularly increased
in width, and where it was augmented in thickness parakera-
tosis existed. One portion was firmly adherent, and contained
well-stained but flattened nuclei. The stratum luciaum was not
constant. The granular layer was not uniform either as to
depth or density of granules; it was much diminished or lack¬
ing in some places, while it was thickened in others. The
parakeratosis was more marked over the places where the
granular layer was thinned or absent, although it existed in

other parts of the section. An overgrowth of the rete was

present; in one area the pegs had anastomosed, forming a net¬
work. The palisade layer was intact and about normal. There
were a few emigrated leucocytes present both in the rete and
in the scale. In the upper corium a mild lymphocytic exuda¬
tion was observed; the vessels were dilated and sheathed bylymphocytes. There was some proliferation of the fibroblasts.
The appendages presented nothing bevono a dilatation of some
of the coil glands.

For the sake of brevity, the history of the third case
will be shortened, eliminating the parts that seem to
have no special bearing.

Case 3.—Patient.—A woman, aged 27, married, born in
United States; housewife. She was somewhat above medium
height, very tnin and anemic; weignt 115 pounds (Fig. 3).
Although her appearance indicated the contrary, she insisted
that she was perfectly well. The family history was of nega¬
tive character and did not seem to bear any weight.

Personal History.—The duration of the disease was one year.
The patient had never before been afflicted with a skin disease.
She had no children, having had, some years ago, a double
ovariotomy performed. The reasons for this were obscure.
She had never had a serious illness.

Present State.—When the patient first presented herself for
treatment the left side of the face was much swollen, almost
to the point of closing the left eye. This was diagnosed as
neurotic edema. Her recovery from this was rapid. She then
called attention to the disease in question, which had been pres¬
ent several months. The eruption was, in the main, confined to
the trunk; there were some few scattered lesions on the arms,
but the chest, back and abdomen were the main locations. The
palms, soles and face were free. The lesions in this case were
much smaller than in the two preceding; the majority were
about the size of a match-head, a few reaching the dimension
of a half dime. The eruption was maculopapular, the papularelement being in the great minority. The color of the lesions
was dull pink with a brownish tinge, and they were scaly and
discrete. The scales could be removed without bleeding. The
case was under observation one year, and during that time had
three so-called exacerbations; the evolution of fie new lesions
was slow ,and the old ones never entirely disappeared; in fact,
the history was the same as in the other cases, except that the
lesions were much smaller, and discrete. The urine examina¬
tion was negative. The patient perspired very freely on the
face, but normally on th3 body.

Eistopathology.—The changes in this specimen were so slight
that a very few words will suffice for its pathology. The epi
dermis was thin in all its layers, but presented no other ab¬
normality. Only an occasional nucleus could be found in the
horny ¡ayer, which was almost completely cornified. In the
upper cutis a very miid perivascular infiltration of lymphocytes
was seen.

CLINICAL ARGUMENT

It has been the tendency of the dermatologie profes¬sion of late years to designate as identical all the dis¬
eases with the following titles: Dermatitis psoriasfor-
mis nodularis, parakeratosis variegata, érythrodermiepityriasique en plaques disséminées, pityriasis lichen-
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oides chronica, dermatitis variegata, lichen variegatus,
etc., etc. This is not concurred in by some observers,
especially by those who have reported sporadic cases.
The divergence of opinion is, in all likelihood, due to
the fact that the disease is very rare, and few cases fall
to the lot of one observer. Some manifestations pre¬
dominating over others, in widely separated cases, may
also account for the various names it has acquired.

Ever since the original description of parakeratosis
variegata in 1890 by Unna, Santi and Pollitzer5 the
chief point of contention has been whether the primary
lesion of the malady is a macule or a papule. This is
still an unsettled question. In the article just mentioned
many of the lesions were described as papular.

Brocq,6 in 1897, in a report of cases observed at the
Hôpital Broca-Pascal and described under the head of
érythrodermie pityrùcsique en plaques disséminées, did
not mention any papular element, but spoke of the dis¬
ease as a pityriasis in circumscribed patches.

J. C. and C. J. White7 in 1900 reported cases of
Brocq's pityriasis in patches, seen at the Massachusetts
General Hospital; they lay great stress on the fact that
the lesions are macular and not papular.

Fox and Macleod8 in 1901, in reporting a case of
parakeratosis variegata, speak of the lesions as maculo-
papular, the macular element predominating. Brocq9
in a later admirable communication inclines to the
opinion that all the diseases, the numerous titles of
which have been given above, are related. He has grouped
them all under the head of parapsoriasis, which he di¬
vides into three classes : (1) parapsoriasis guttata ; (2)
parapsoriasis lichenoides; (3) parapsoriasis in patches.
He compares the cases described by Jadassohn to the
first variety; those of parakeratosis variegata and lichen
variegatus to the second, and his own pityriasis in
patches to the third. He also speaks, in this last arti¬
cle, of having observed occasionally a few papules in
some of the cases of pityriasis in patches.

Should it be desired to assign the cases I have here
reported under the title of parapsoriasis, then Cases
1 and 2 would come in the third class (parapsoriasis in
patches) and Case 3 would be assigned to the second
division (parapsoriasis lichenoides).

As far as I can judge from the description of the
German cases,—viz : those of Neisser,10 Juliusberg11 and
others—it seems that the papular feature is distinct;
therefore they would be classed as parapsoriasis lichen¬
oides according to Brocq's classification. Keeping my
own cases in mind to the exclusion of others, I would
enumerate the main features as follows : The distribu¬
tion on the trunk, and sometimes on the extremities,
of variously sized, ill-defined patches varying in color
from a dull pink to a light brown, the almost total
absence of itching and also of all other subjective symp¬
toms ; the persistent fine scaling and the slight, if any,
infiltration of the patches.

The development of the eruption is extremely slow;
the integument very dry; the great majority of the le¬
sions are macular, and the disease is very rebellious to
treatment.

5. Unna, Santi and Pollitzer: Monatsh. f. prakt. Dermat. x,
1890; (abstr.) Brit. Jour. Dermat., 1890.

6. Brocq: Jour. d. pract., September, 1897.
7. White, J. C.: Jour. Cutan. and Genitourin. Dis., 1900.
8. Fox, T. C., and Macleod, J. M. H.: Case of Parakeratosis

Variegata, Jour. Cutan. and Genito-Urin. Dis., 1901, xiii, 319.
9. Brocq, L.: Parapsoriasis (including the \l=e'\rythrodermies pity-

riasiques en plaques diss\l=e'\min\l=e'\es),Jour. Cutan. Dis., 1903, xxi, 315.
10. Neisser, A.: Zur Frage der lichnoiden Eruptionen, Verhandl.

d. lv deutsch. dermat. Kong., 1894, iv, 495.
11. Juliusberg, F.: Arch. f. Dermat. u. Syph., 1897; Ueber die

Pityriasis lichenoides chronica (psoriasiform lichenoides Exan-
them), 1899, 1, 359.

It is difficult to grasp the reason why so much time
has been spent in theorizing as to the primary lesion,
whether a macule or a papule; it does not make much
material difference; the lesion could be macular at first
and later become papular as the process advanced.

From the studies of these three cases I am constrained
to believe that the disease is primarily macular, and not
in the true sense a lichen. This opinion is sustained
by the fact that, with the exception of Case 3, practi¬
cally all the lesions were macular when the patients
were first seen; afterward a few so-called papules were
noticed, which were due partly, perhaps, to the contin¬
uous stimulating applications. This treatment irrita¬
tion probably produces some slight proliferation of the

Fig. 3.—Chronic scaly erythrodermia, Case 3.

horny layer in places, and also a certain degree of
lichenification, which causes some of the lesions to ap¬
pear slightly raised. In Case 3 the lesions are better
described as maculopapular ; even in this ease they were

very flat and the majority displayed very little infiltra¬
tion when picked up between the thumb and forefinger,
and inspection from an angle showed them in most in¬
stances to be flush with the normal skin.

The diseases mentioned by other writers as akin to or

having resemblances to this malady are psoriasis, se-
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borrheic eczema, lichen plairas, premycosis and pity¬
riasis rubra.

At first glance it seems almost absurd that the lesion
in question could have points of resemblance to all the
above, as an eruption that is similar to lichen planus
could hardly resemble pityriasis rubra ; still the disease
has different phases and it is natural to compare it.
It is similar to a vanishing psoriasis, and this was at¬
tentively considered when Cases 1 and 2 first presented
themselves, especially in the. second. It has, however,
many differential features from an ordinary case of
psoriasis. The lesions in these cases show no particular
predilection for the knees and elbows; the scales are
different in character, being finer and not lamellated;
they show no bleeding points on removal; the patches
are only slightly infiltrated and the scalp is not affected.

There was no resemblance to lichen planus in the
first two cases, but Case 3 had some features in com¬

mon—namely, the lesions were small; they were mac-

ulopapular and flat, and were surmounted by a scale.
The points of difference are: the lesions do not glisten
as do those of lichen planus; there is no tendency to
umbilication; the color is not the same, and nowhere
does any tendency to hypertrophy exist; lastly, they do
not yield to the most persistent lichen treatment and
there is no itching. These cases differ from seborrheic
eczema in that the scales are not greasy, the distribu¬
tion is very general and the scalp is not affected. Ac¬
cording to my own experience, the patches did not in
any way resemble those of premycosis; they were not so

large, did not show the infiltration; and the intense
itching that nearly always accompanies premycosis was
absent. The long duration, in one case seven years and
in another twenty, would not preclude mycosis, but
would weigh a little against it, although I realize fully
that this early stage of premycosis can last a very long
time; having had a patient under my care in whom it
existed for twenty-five years. There is also on record a
case shown by Dr. Allan Jameson at the British Med¬
ical Association in 1898, which some of the members
diagnosed positively as parakeratosis variegata, and
which later revealed itself as mycosis fungoides.

The diagnosis from pityriasis rubra is obvious and
needs no further comment.

One of the striking features, which is not mentioned
by some writers and only casually by others, is the simi¬
larity to pityriasis rosea. This was more noticeable in
Cases 1 and 2, but it existed in a slight degree in Case
3 in one or two of the macular lesions.

This likeness was so marked in one of the patients
that the assistant clinicians were unanimous in their
opinion that the case was one of pityriasis rosea. This
conjectural diagnosis was made before the patient was

questioned; this is our custom in the clinic, and might
be termed dermatological sight-reading.

The eruption in pityriasis rosea is probably more

erythematous and the patches more uniform in size and
regularity, but the likeness was great enough for us,
sometimes, carelessly perhaps, to speak of it as chronic
pityriasis rosea.

REMARKS ON THE PATHOLOGY

The morbid changes seem, in the main, to be much
like those already reported, but there are some minor
differences. The mild perivascular infiltration of cells
in the uppermost layer of the corium seems to be
common to all ; in most instances the predominating va¬

riety were lymphocytes ; this is true of the cases re¬
ferred to in this paper, though there was an occa-

sional plasma cell. Other writers, however, have de¬
scribed both mononuclears and polynuclears, and An¬
thony,4 reporting a case of parakeratosis variegata,
states that the cells were mostly of the latter variety.

The basal layer in one of the sections was indistinct
and blurred, being somewhat like one of White's cases.
Parakeratosis existed in all the sections, but very little
in Case 3, as only an occasional nucleus could be dis¬
covered ; slightly more pronounced in Case 1 and quite
well marked in Case 2. Wherever the parakeratosis
existed the granular layer was either absent or very
much diminished, as has been frequently noticed before
by others.

The stratum lucidum is not constantly present; it
has been reported absent in most other cases, but was
distinct in Anthony's.

The histologie changes in Case 2 are comparable to
one reported by Jadassohn—viz., parakeratosis, some
acanthosis and emigrated leucocytes were present in both
eases. These always point strongly to psoriasis, and the
specimen in a few places had features which were not
unlike those seen in sections of that disease. The dura¬
tion of this case was twenty years, and if it were ordi¬
nary psoriasis the infiltration of the skin would be
greater and the pathologic changes much more marked.

The generic titles suggested for these dermatoses are
parapsoriasis (Brocq) and resistant maeulopapular
scaly erythrodermias (Fox and Macleod). Of the two
the latter term seems to me preferable. If it is neces¬
sary to group the affections, the title at the beginningof this article might answer the purpose as well as any.
Clinically there seems to be almost enough difference
between parakeratosis variegata and parapsoriasis in
patches to warrant classing them separately. The names
for the individual cases are not particularly apt, and
numerous objections can be raised. For instance: It
would seem best to relegate the word parakeratosis to
the laboratory and not use it as a clinical term. The
word "lichen" is also rather inappropriate for an ef¬
florescence in which the majority of the lesions are
macular.

From a descriptive standpoint Brocq's title of érythro-
dermie pityriasique en plaques disséminées can not be
improved on, except that it does not fit very well in
American dermatology. The nomenclature is already so
confusing that one hesitates to further complicate it;
consequently it will be allowed to remain in statu quo.

One curious symptom observed in all three cases was
the very noticeable and rather excessive sweating on
the face, which persisted to a degree even in the cold
weather. The face was never the seat of any of the
patches and where the disease was present on the trunk
and extremities the perspiration was either normal or
diminished. This feature is unexplainable.

My thanks are due to Dr. E. C. Jagle for the work
of preparing the specimens and valuable suggestions
during the examination of the same; and also to Pro¬
fessor Fordyce, who has so kindly allowed me the privi¬
lege of the laboratory and the use of some of his ma¬
terial.

Note.—In addition to the references previously cited, the fol¬
lowing may be found of interest:
Corlett and Schultz : Jour. Cutan. Dis., 1909.
Ravogli, A. : A Case of Erythema Squamosum, The Jouknal

 .  .  .. July 13, 1901, xxxvii, 109.
White, C. J

 

Jour. Cutan. Dis., 1903.

56 East Twenty-fifth Street.
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ABSTRACT OF DISCUSSION
Db. William S. Gottheil, New York City: I think we

must all admit that a new name is required for this class of
eruptions, and the name is of little consequence so long as it
is simple and easy to remember. I believe that para-psoriasis
is a better name than chronic scaly erythrodermia. These
cases are commoner, I think, than we suppose, and that would
explain some of the differences of opinion that they have given
rise to. One man calls his case a seborrheal eczema, another
a psoriasis, and still another a pityriasis rosea. I think that
para-psoriasis is perhaps the most appropriate name for this
particular class of cases.

EODENT ULCEB OF THE COENEA (MOOEEN'S
ULCEB)*

KOBERT L. RANDOLPH, M.D.
BALTIMORE

It is a matter of some surprise to me to find how
few reports of cases of so-called rodent ulcer of the
cornea have found their way into literature; according
to Hayashi not more than thirty-five. I can not but
think that this is due in many instances to the fact that
the condition has not been recognized as rodent ulcer
but was regarded perhaps as a marginal ulcer of the
jerpiginous variety and treated accordingly. That most
ophthalmologists whose experience extends over a num¬
ber of years have met this variety of corneal ulcer once
at least is very likely and that it has not been identi¬
fied as the rodent ulcer first described by Mooren is
equally probable. I say first described, for it was really
Mooren whose name is most closely associated with the
condition, though reference to the same condition will
be found in the writings of Bowman many years pre¬
viously.

At first sight this form of corneal ulcer does not differ
from that form which every ophthalmologist sees now
and again, and which he recognizes as a marginal ulcer.
Indeed I doubt whether it is possible to identify clin¬
ically a rodent ulcer in its early stages, and this uncer¬
tainty will prevail until we learn more of its etiology.If it be due to a specific bacterium (and I think it is)
it would be possible to identify it at once, but from a

bactériologie point of view no conclusive light has been
thrown on this variety of corneal inflammation, and we
are confronted with a disease which in many respects
is similar to what we now and again see in hospital
practice. Even after the disease has been present for
many weeks, it is more than probable that most of us
would fail to realize that we were dealing with anythmg
more than a very obstinate corneal ulcer. And yet there
was in the only case which I have seen one feature at
least which distinguished it from any other ulcer of the
cornea which 1 had ever seen, and that was the deeply
undermined conjunctival edge of the ulcer. The edges
of marginal ulcers are always more or less undermined,
but owing to the better blood supply at the conjunctival
edge this edge of the ulcer is not conspicuously under¬
mined, except probably in the ease of rodent ulcer.

In the case reported here the conjunctival edge of the
ulcer could be lifted up and was undermined to the ex¬
tent of at least four or five millimeters from the border
of the cornea. This, I believe, is peculiarly true of the
rodent ulcer and it will be found in the early stages
of the affection. It is well known that the corneal or

progressive edge of the ulcer is always undermined to
* Read in the Section on Ophthalmology of the American Med-

ical Association, at the Sixtieth Annual Session, held at Atlantic
City, June, 1909.

the extent of two or three millimeters, but I do not
think that attention has been sufficiently called to the
extensive invasion which goes on beneath the limbus.
and which is often lost sight of. My attention was called
to this feature in about three weeks after the patient
came under my care. McNabb and others mention the
possibility of the process extending under the limbus,
but it seems to me that careful examinations of the con-

junctival border of the ulcer should be repeatedly made,
for we can hope to mitigate this condition only by ad¬
dressing our remedies to those parts of the ulcer where
undermining is in active progress. In my case the
corneal edge was distinctly undermined and could
readily be elevated and a probe passed into a cleft two
millimeters in extent, while, as I have said, the con¬

junctiva! edge was undermined to twice the extent of
the corneal edge.

Chronicity is an important point in the history of
rodent ulcer. The average length of time is from two

Rodent ulcer of cornea, a. The only part of the cornea which
has not been attacked but which is gradually becoming hazy with
approach of the ulcer, b. Area of cicatrization after ulcer has run
its course, e. Ulcerative process is especially marked in this area
(note undermined limbus). d. Corneal or progressive edge of ulcer,
showing crescentic shape which was more marked in early history
of case. This edge is also undermined.

to ten months and occasionally the condition lasts for
more than a year.

History.—The patient (E. T. L. ) whose case I report was

under treatment since early in July, 1908, two months before
he came to me. He was and still is a healthy looking man of 52
and has a well-marked arcus senilis on his right eye. The ulcer of
his left cornea obliterated the arcus on that eye. He had never
had any serious sickness. He gave a rather vague history of
an injury to his left eye early in June. About this time he
had a foreign body removed from his left eye by an optician
and from that time his troubles with the eye commenced. He
first consulted an ophthalmologist in July. All this time,
however, he continued his occupation, which was that of a

traveling salesman in connection with a big business concern
in Baltimore. In July he returned from a trip south and,
according to the oculist who then saw him, he had a mar-
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